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INTRODUCTION
Heart failure (HF) is a clinical syndrome characterized by physiological deterioration of the heart, which prevents it from pumping blood in quantities necessary to meet the metabolic needs of the body and tissue. It is regarded as the final common pathway of most heart diseases, one of the most important current clinical challenges (1) . HF is an epidemic in progress, due to the high rates of mortality and hospitalization. In addition, it causes huge economic and social costs for health services (2) . The aging population and the increased survival to the disease due to improvements in diagnosis and treatment methods, have been identified as some of the reasons for the increased prevalence of heart failure in recent decades (2) . It is estimated that the prevalence of HF in the United States is around 5.1 million people. In Latin America, decompensated HF occupies a prominent role as the leading cause of hospitalization for cardiovascular disease, with the highest frequency being in people 65 years of age or more (3) . In Brazil, most HF records is limited to single-center studies and the database of the Computer Science Department of the Unified Health System (DATASUS) (4) . In this scenario, in the two year period between 2013-2014, 460,813 hospitalizations were carried out for HF and the mortality ratio for the period was 9.76% (5) . Despite major advances in its clinical management and treatment, HF is a condition that continues to defy for its physical, psychological, social and existential suffering, caused by the spread of the disease and changes in lifestyle that are necessary to improve self-care management and maintain a good quality of life (1, 3) . In health, health related to quality of life (HRQoL) has been defined as the individual's perception of the influence of the disease in their life (6) . Thus, HRQoL measures the perception of people living with the disease through functional capacity, occupational health, general perception of health status, and psychological and social functioning in the context in which they operate (6) (7) . Because it is a chronic disease, with potential unfavorable outcomes, HF has an impact on HRQoL of patients. The symptoms of the disease (dyspnea, fatigue), psychological disorders (anxiety, depression), adverse effects of medications and treatment costs lead to additional changes in daily life Additionally, age, sex, ventricular dysfunction, functional class and severity of HF are configured as variables that can influence the perception of HRQoL (2) (3) . A study that aimed to identify factors that affect the HRQoL of Korean patients with HF concluded that the economic, functional status and gender affect the perception of HRQoL (7) . Another survey, conducted in Serbia, pointed out that the longer the duration of the disease, the greater the emergence of depressive symptoms, leading to emotional losses and negative perceptions related to quality of life (6) . Therefore, conducting studies is relevant to identifying the sociodemographic and clinical conditions of patients with HF in different contexts, to establish possible associations with HRQoL.
Thus, nursing care in the care of chronic patients, especially in patients with heart failure becomes important. This because nursing is a field of knowledge in which the knowledge generated reverts to the care of people. Thus, the profession needs to direct research to deepen the theme and encourage the development of care technologies aimed at promoting health, reducing illness, adherence and quality of life.
On the national scene, the studies focus particularly in the Southeast region of Brazil (8) (9) , with it being necessary to propose new research covering the other regions of the country. Considering the plurality of Brazilian culture, it appears that the subject was not explored in the Northeast, especially in João Pessoa -PB. The need to recognize that this issue is a public health issue is also emphasized.
Thus, this study raised the following question: what is the association between the sociodemographic and clinical conditions with the quality of life related to the health of patients with heart failure? Thus, the objective of this study is to analyze the association between sociodemographic and clinical conditions with the quality of life related to the health of heart failure patients.
METHOD
A cross-sectional descriptive study with a quantitative approach, held at the cardiology clinic of two public hospitals in the city of João Pessoa, PB, Brazil. The study population consisted of patients diagnosed with HF.
Inclusion criteria were patients aged ≥ 18 years, of both sexes, diagnosed with HF, in outpatient treatment during the data collection period. Patients with cancer, lung disease, cognitive impairment or those with clinical discomfort such as dyspnea and fatigue during the interview were not included.
In the period from January 12 to July 29, 2015, data collection was carried out through consecutive non-probability sampling. During this period, 91 patients with HF were treated; of these, three refused to participate in the study and four were unable to participate due to understanding and communication barriers. The final sample consisted of 84 outpatients with HF. Rev Gaúcha Enferm. 2017;38(2):e65885
The following were used for sociodemographic characterization: age, gender, race, marital status and education. Functional classes of HF were identified in the clinical profile according to the criteria of the New York Heart Association -NYHA Class I -absence of symptoms (dyspnea) during daily activities, being the limitation to strenuous activities similar to that observed in normal individuals; Class II -symptoms triggered by everyday activities; Class III -symptoms triggered in less intense everyday activities or because of small efforts; Class IV -perceives symptoms (dyspnea) at rest (2) . Furthermore, there was a left ventricular ejection fraction (LVEF) according to records contained in an echocardiography report, personal history (comorbidities) and drug treatment.
Quality of life was assessed using the validated Brazilian version of the Minnesota Living with Heart Failure Questionnaire (MLHFQ), consisting of 21 questions with a Likert scale ranging from 0 (without limitation) to 5 (maximum limitation). The score is obtained by the quantification of 21 items. The MLHFQ encompasses two dimensions: a physical dimension, which is the sum of questions 1 to 7, 12 and 13, and an emotional dimension, referring to questions 17 to 21. The other questions (8, 9, 10, 11, 14, 15 and 16) are related to lifestyle, financial situations and side effects of medication. These, together with the previous dimensions, form the total score. Higher scores indicate worse QoL, and lower scores, better QoL (10) . The completion of the instruments was done by the main researcher, alongside the patient and was also verified through the information provided in the records before or after medical consultation, in a reserved place, through interviews.
Data were transported to a spreadsheet of the program Excel for Windows and later processed and analyzed using the IBM Statistical Package for Social Sciences (SPSS) version 21.0. Descriptive and inferential statistical techniques were used in the statistical analysis. Cronbach' s alpha coefficient was used for analysis reliability, considering α> 70 as satisfactory criteria.
Continuous variables are expressed as mean and standard deviation, and categorical variables with absolute frequencies and percentages. Data normality was verified using the Kolmogorov -Smirnov test. The comparison of the MLHFQ mean scores between the study variables was verified using the Student t-tests for independent samples and one-way ANOVA. To assess the correlation of demographic and clinical variables with MLHFQ scores, the Pearson correlation test was used. A two-tailed p-value less than 0.05 was considered statistically significant. 
RESULTS
The sample consisted of 84 patients with a diagnosis of heart failure, aged between 23 and 86 years old, mean age 58.82 ± 12.78 years. Regarding the socio-demographic profile, it was found that 60.7% of participants were from the city of João Pessoa and 39.3% from other municipalities, 53.6% were women, 50.0% declared to be white and 67.8% were married or living in a common law marriage. In the sample, there was a predominance of low levels of education, 56.0% had incomplete or complete elementary school, and 20.2% of illiterates. Retirement and family income of 02 minimum wages were characteristics present (58.3% and 48.8% of the sample, respectively).
Regarding the clinical characteristics, most participants is found in functional classes I and II (44% and 36.9%, respectively), according to criteria established by the New York Heart Association (NYHA). The most common etiology of HF was nonischemic (72.6%). The mean left ventricle ejection fraction (LVEF) was 50 ± 14.6, ranging from 19% to 74%. Regarding the comorbidities associated with HF, it was observed that the Systemic Blood Pressure (hypertension) was prevalent in 63.1%, followed by Diabetes Mellitus (DM) (13.1%). The drugs most commonly used by the patients and recorded on chart were diuretics (52.4%). Four patients 4.8% used pacemakers.
In the evaluation of the HRQoL by MLHFQ, the results obtained by size and total score showed good HRQoL in the sample with the following means: physical 15.68 ± 10.97; Emotional 7.62 ± 5.05, total score 33.13 ± 19.66. The internal consistency of the instrument was verified by Cronbach' s alpha, which proved to be good for the total score (α = 0.90) and physical dimension (α = 0.84), and acceptable for the emotional dimension (α = 0.65). Table 1 shows the association of sociodemographic characteristics to the HRQoL of research participants. Regarding the measure of HRQoL, the average was higher in females, indicating a more negative perception of HRQoL in this group. There was no statistically significant difference for any variable. Rev Gaúcha Enferm. 2017;38 (2) Table 2 shows the association of the clinical features with the measure of HRQoL. It was observed that patients with hypertension had higher scores, demonstrating the negative perception of changes in the group's HRQoL, being the association with the emotional dimension statistically significant (p=<0.001). There was also significance for the variable pacemaker (p=<0.001).
Pearson' s correlation test was used to assess the relationship between sociodemographic and clinical variables and the HRQoL of study participants. The analysis identified a significant negative correlation between age and MLHFQ scores for the physical dimension (r = -0.378; p = <0.001), emotional dimension (r = -0.277; p = 0.011) and the total score (r = -0.368, p = 0.01), showing that, as age progresses, MLHFQ scores decrease, and consequently, the HRQoL increases (Figure 1 ).
Variables

DISCUSSION
In recent decades, the prevalence and incidence of heart failure have increased more significantly and, despite advances in clinical management, hospitalization, readmission and mortality rates remain high (11) . Analyzing sociodemographic and medical conditions and their association with the HRQoL of patients with heart failure is of paramount importance, since HRQoL has been an indicator used to guide care practices and assist in the definition of public policies in the context of health promotion and disease prevention.
The study revealed a profile of patients with balanced distribution by sex, that were predominantly Caucasian, married or in a common-law marriage, with low levels of education and income, with comorbidities associated with HF and decreased LVEF.
Regarding the socio-demographic variables, one can observe higher HRQoL scores for females. There is not enough evidence in the literature to differentiate the sexes in HF. However, evidence suggests that females are more susceptible to psychological factors, especially depressive symptoms that affect HRQoL, given the clinical and epidemiological differences, age, as well as a lower coping action, to accept or adhere to treatment (12) (13) .
In the analysis of the mean HRQoL according to marital status, there was a higher average for those who separated/divorced versus married or in a common-law marriage. These results are consistent with the literature, which indicates married patients as having a better emotional state before the support in coping with the disease, reducing symptoms of anxiety and depression. Patients who live alone are predisposed to social isolation and reduced adherence to the complex treatment of HF (13) . Thus, these results indicate the need for interventions that promote coping of patients who live alone, looking for connections in the family structure or support groups that can support these people, thus contributing to an improved self-care management.
Regarding education, the results are like national surveys conducted in patients with HF (8) (9) . However, in the context of North American countries (14) (15) , some studies show an average education of about 12 years, which is due to better access and quality of education offered in most developed countries. The substantial number of retirees in this study is also noteworthy, possibly determined by impaired health conditions, among which may be HF and/or the associated comorbidities, aspects that may have influenced early retirement, when considering that the average age of those surveyed was situated below the minimum age for social security in the country.
There was a correlation between the MLHFQ scores and age (p = 0.01), verifying that with advancing age, the perception and confronting of the disease improved, that is, the older patients may have lower expectations regarding their HRQoL and therefore, reported lower scores than younger patients, indicating a good HRQoL.
As observed in this study, a recent study conducted in Canada, with 94 patients followed in a multidisciplinary clinic, concluded that advanced age was aggregated to better confidence to face HF. In addition, age was the key to better management of self-care actions, contributing to a better perception of HRQoL (15) . Although it is not possible to identify causal relationships in a cross-sectional study, it is worth considering that younger patients suffer more from the impact of the disease, due to changes imposed on their lifestyle and the restrictions necessary for proper management. Therefore, these results indicate that patients with HF, especially those who are younger, should be encouraged to identify barriers and coping solutions to deal with the disease to minimize the implications for quality of life, enhancing positive individual aspects that contribute to their condition.
For the clinical variables, it was observed that the presence of hypertension influenced a major change in the perception of HRQoL, although in general the respondents have experienced good HRQoL. Being Systemic Blood Pressure a chronic disease, it is possible that patients have difficulties in adhering to the proposed treatment in the face of lack of knowledge of the disease and the need to adopt new lifestyle habits, such as regular physical activity, dietary restrictions (low sodium, fat and simple carbohydrates intake), stop smoking and alcohol consumption (16) , thus reflecting the emotional dimension, in which the results were statistically significant (p <0.001). In this respect, health education strategies are essential to promote knowledge and identify potential barriers to treatment adherence.
In this study, patients who had pacemakers showed good HRQoL; thus, the pacemaker positively influenced the HRQoL of the carriers, even with the limitations imposed by HF. It is assumed that the use of pacemakers provides a sense of security in patients and the possibility of a longer life expectancy, since the device's purpose is to control cardiac activity and prevent sudden death (17) . With this, there is an increase in the perception of HRQoL. However, it is important to emphasize that the statistically meaningful results in all dimensions evaluated cannot be generalized because the number of patients using pacemakers is greatly reduced. It is suggested that further studies be promoted with larger sample sizes using pacemakers, outlining other clinical characteristics relevant to the grievance, comparing the findings with patients who do not make use of the device, in addition to the evaluation of the effect of the device in HRQoL of patients with HF before and after implantation of the device in the indicated cases.
The analysis of MLHFQ variables showed a low average for the total score, which shows little influence of HF on HRQoL among the evaluated participants. The physical dimension scores that assess symptoms such as dyspnea, fatigue and edema were higher when compared to the emotional dimension. It is seen that physical aspects contribute to the increase in the mean total score of HRQoL, indicating greater limitations for patients when considering these aspects. Still, the total score and scores per dimension reveal the little influence of the disease in the negative perception of HRQoL among the patients evaluated. It should be noted that most of the participants were diagnosed with HF in functional classes I and II of the NYHA, which are characterized by the absence of symptoms or mild to moderate symptoms from strain, which may have influenced the good perception of HRQoL.
Dyspnea, fatigue and edema of the lower limbs have been identified as the leading cause of hospitalization for patients with HF (18) . Thus, the study findings corroborate the literature, considering that patients with HF have serious limitations with the progressive advance of the disease, contributing to the reduction in life expectancy and worsening of HRQoL, due to the reduction in cardiac output responsible for inadequate tissue perfusion, which reduces the autonomy and independence to perform everyday activities (6-7.14) , features that are missing in the group studied.
The results obtained were like those found in the study in Southeast Brazil, with 130 outpatients, in which an average HRQoL of 34.9 ± 24.8 was found and the physical dimension was the most affected (8) . So, although in regions with peculiar socio-cultural specificities, the HRQoL of patients with heart failure was similar, since the perception of HRQoL is influenced by symptoms instituted by the disease, as well as the ability to perform everyday activities.
The data also showed that Cronbach' s alpha obtained for the total score of the MLHFQ (0.90) indicated the instrument's reliability, showing it could be trusted to evaluate the HRQoL of patients with HF. Equivalent results were found in a study of 170 elderly outpatients with HF (9) . Despite not being under investigation, during the development of the research it was found that the participants were not accompanied by a multidisciplinary team, which indicates weakness in the assistance provided to this population, despite the HRQoL measure results proving to be satisfactory. Evidence has shown that interventions by multidisciplinary teams (doctors, nurses, nutritionists, social workers and psychologists) in the monitoring of patients with HF reflect in the decrease in the number of hospital readmissions, mortality, greater adherence to treatment proposal and better HRQoL (19) (20) . This fact raises the need to implement monitoring programs with a multidisciplinary focus on the care provided to patients with HF, to support and ensure the proper planning of care with a holistic approach, as well as promote a self-care capacity in the management of the disease.
Thus, nurses, as members of the multidisciplinary team, play a fundamental role in the educational process and in developing the care plan for patients HF. Monitoring strategies in specialized clinics, home visits and telephone monitoring focused on the following themes: weight control, salt intake restriction, the correct use of medications, regular physical activity and recognition of symptoms that reflect the worsening of the disease, are recommended for patient education and guidance (3.19) . These measures aim to reduce and minimize possible complications in functional capacity as well as in fostering health promotion, treatment adherence and quality of life of this population.
CONCLUSION
The findings of the study have identified the association of sociodemographic and clinical conditions with the HRQoL of patients with HF, revealing age as a variable that is significantly associated to the perception of HRQoL. Therefore, younger patients have a worse perception of HRQoL than those with advanced age, i.e. over 60 years. Thus, for the practice of nursing, this study opens new perspectives for the assessment of HRQoL in patients with HF, especially the younger ones, for the development of nursing interventions that can promote and improve the coping capacity before the disease by this population.
In addition, it is considered necessary to propose cohort studies to deepen the sociodemographic and clinical profile of these patients in different regions of the country. It also emphasizes the importance of implementing multidisciplinary monitoring programs for health services, aimed at specialized care in cardiology, with a view to promoting holistic care and clinical management of HF.
As a limitation of this study is its cross-sectional design, which prevents evaluation of the behavior of the variables over time and the inference of causal relationships between them. Furthermore, due to the sample size, the data from this study cannot be generalized. Thus, further research should be conducted with cross cut and larger samples to verify the assumptions made in this study.
